Abstract A 44-year-old male presented with a solitary cerebellopontine angle (CPA) metastasis from lung can cer. His initial symptoms were vertigo and hearing loss beginning 5 months after the diagnosis of the primary cancer. Two months later, right facial paresis developed. His neurological deterioration was rapid. Magnetic resonance (MR) imaging with enhancement disclosed the CPA tumor. The tumor was partially removed through the retroauricular retromastoid approach. Histological examination of the specimen revealed adenocarcinoma.
Introduction
Intracranial metastases account for approximately 15% of brain tumors, and commonly involve the supratentorial regions. Cerebellopontine angle (CPA) metastases occur as only 0.9% of intracranial metastases. Most CPA lesions are benign tumors, of which the most common are acoustic neurino mas.6''°11) Metastases are responsible for only 0.2-2% of all CPA tumors.2-5,7,9-11) Only 28 cases of CPA metastasis have been reported. The primary malig nancies included lung cancer, breast cancer, prostate cancer, lymphoma, melanoma, and squamous cell carcinoma of the pharynx. We report a case of solitary metastasis from lung cancer to the CPA.
Case Report
A 44-year-old male was diagnosed as having stage IIIB lung cancer by biopsy of a right cervical swelling lymph node in November 1992. He achieved partial response to irradiation and chemotherapy.
He had suffered from vertigo and right hearing loss since April 1993, and was referred to an otolaryngologist. Skull x-ray films, computed tomography (CT), and magnetic resonance (MR) imaging in May 1993 showed no abnormalities.
He was treated with steroids, but no improvement was observed. He presented with right facial paresis in June 1993, when repeat MR imaging revealed a CPA tumor as a dumbbell-shaped extraaxial mass just lateral to the right lower pons. The mass encased the seventh and eighth cranial nerves, extending into the right inter nal auditory meatus. The tumor was isointense on T1 and T2-weighted images, and was homogeneously enhanced with gadolinium ( Fig. 1) . Cerebral an giography revealed no abnormal findings. Neurological examination found right facial pare sis and right tinnitus. An audiogram showed com plete right hearing loss. The trigeminal nerve was in tact, and there was no cerebellar sign. Cerebrospinal fluid (CSF) examination found positive signs for malignancy (class V).
A retroauricular retromastoid approach on June 28, 1993 exposed a mass surrounding the seventh cranial nerve and encasing the eighth cranial nerve. The right internal auditory meatus did not appear to be eroded. The tumor had invaded the right internal auditory meatus and the right lower pons (Fig. 2) . The tumor was partially removed. Histological ex amination revealed adenocarcinoma identical to the biopsy of the primary lung cancer.
He was transferred to the department of respirato ry medicine for radiation therapy of the recurrent pri mary lesion. Although he spent the New Year at home without consciousness disturbance, he died of respiratory dysfunction on March 30, 1994. C:cerebel lum, IAM: internal auditory meatus.
Discussion
The following characteristics of clinical manifesta tion of CPA tumors should be investigated. Benign CPA tumors including acoustic neurinoma and meningioma are typically slow growing, so are fre quently asymptomatic until they become large. 
